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CALENDAR. 


Fri., Feb. 1.—Dr. Gow and Mr. Girling Ball on duty. 
: Medicine: Clinical Lecture by Dr. Graham. 
Sat., »,  2.—Rugby Match v. O.M.Ts. Home. 
Association Match v. Old Cholmelians. Home. 
Hockey Match v. Hertford College, Oxford. Home. 
Mon., ,,  4.—Special Subjects: Lecture by Mr. Bedford Russell. 
Tues., ,,  5.—Dr. Graham and Mr. Roberts on duty. 
Wed., ,,  6.—Hockey Match v. R.M.C. Sandhurst. Away. 
Thurs., ,, 7.—1st Round Inter=Hospitals Rugby Cup. 
Bart.’s v. Guy’s. Richmond. 
Fri., »,  8.—Prof. Witts and Prof. Gask on duty. 





Medicine: Clinical Lecture by Dr. Hinds Howell. 


Sat., »»  9.—Hockey Match v. Seaford College. Away. 
Mon., ,, 11.—Special Subjects: Lecture by Mr. Elmslie. 
Tues., ,, 12.—QLord Horder and Sir Charles Gordon-Watson on 
duty. 
Wed., ,, 13.—Surgery: Clinical Lecture by Mr. Roberts. 
Thurs., ,, 14.—Rugby Match v. Northampton. Away. 
Fri., », 15.—Dr. Hinds Howell and Mr. Wilson on duty. 
Medicine: Clinical Lecture by Dr. Gow. 
Sat., », 16.—Rugby Match v. Bridgewater Albion. Away. 
Association Match v. Brighton Old Grammarians. 
Home. 
Hockey Match v, Staff College. Away. 
Mon., ,, 18.—Special Subjects: Lecture by Mr. Bedford Russell. 
Tues., ,, 19.—Dr. Gow and Mr. Girling Ball on duty. 
Wed., ,, 20.—Surgery: Clinical Lecture by Mr. Girling Ball. 
2nd Round Inter-Hospitals Association Cup. 
Bart.’s v. U.C.H. Away. 
Last day for receiving matter for the 
March issue of the Journal. 
Thurs., ,, 21.—2nd Round Inter-Hospitals Rugby Cup. 
Bart.’s v. St. Mary’s. Richmond. 
Pri,, 3, 22.—Dr. Graham and Mr. Roberts on duty. 
Medicine: Clinical Lecture by Lord Horder. 
Sat., »» 23.—Rugby Match v. Coventry. Away. 
Association Match v. King’s College. Away. 
Hockey Match v. Old Cranleighans. Away. 
Mon., ,, 25.—Special Subjects: Lecture by Mr. Higgs. 
Tues., ,, 26.—Prof. Witts and Prof. Gask on duty. 
Wed., ,, 27.—Surgery: Clinical Lecture by Sir Charles Gordon- 
Watson, 








EDITORIAL. — 


m4 LE authorities of the University of London have 
been much concerned about the alarming 
leakage that occurs from the ranks of its 
undergraduates. The University annually sets apart 
a large sum of money to be distributed among its medical 








FEBRUARY IST, 1935. 


Price NINEPENCE. 


schools, and has cause for dismay at the decreasing 
numbers of students that graduate. The local autho- 
rities of the colleges have been asked to investigate 
the causes and to suggest possible remedies. 

Correspondence in the medical press, initiated by a 
letter from Sir Ernest Graham-Little, has produced 
many theories and some practical suggestions. To 
summarize the main points may be of interest. The 
chief loss occurs between the Second and Final Examina- 
tions, less than 60%, of those that pass the former 
taking the degree. There are various reasons put 
forward: the financial strain of waiting nearly six 
months after taking the qualifying Conjoint Examina- 
tion, though this is offset by the relative expense of 
“Conjoint ’’: the average student, having allowed his 
pia mater to be stretch’d by the Conjoint, will refuse 
to have his brain unhing’d by the formidable task of 
taking the many subjects—midwifery, surgery, medicine, 
pathology, bacteriology, forensic medicine, public health 
and hygiene—at one time, with the alternative of 
waiting a further six months: and, probably the com- 
monest, the great temptation to commence practice or 
apply for an appointment, the degree not being sufficient 
inducement to be patient. 

It was suggested that a degree should be instituted 
corresponding to the B.A. of the older universities, to 
be taken after about a term’s further study of pre-clinical 
subjects. There is at present the B.Sc., but so eager is 
the student to be ‘in the wards 


+] 


that few take it. 
Other suggestions are the combination of the licensing 
bodies with a single qualifying examination ; the division 
of the Final Examination into two or three parts to be 
taken during the final year in a way similar to that for 
the Diploma, which appears the best answer to the 
difficulty ; and, least satisfactory, the lowering of the 
high standard required for the Final. 

The matter is being investigated in this Hospital and 
the results will be awaited with great interest. 
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We have received the following encouraging letter : 


My Dear Mr. EpiTor, 

It will be, I know, a matter of great satisfaction to a 
large number of St. Bartholomew’s men to hear that 
the building operations in Charterhouse Square in 
connection with the Physiology, Chemistry and Physics 


Departments, the Dining Hall and the Cloak Room have | 


begun to-day, so that we may hope to hold the next 
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| teachers here much that was to prove invaluable to him 
_in his later life on the professional staff of an Indian 


Old Students’ Dinner in the Great Hall of the Medical | 


College at the beginning of October, and to start work 
there on that day. 


It is unfortunate that we cannot proceed with the | 


Anatomical Department at the same time, but we are 
£25,000 short of the money we want for that purpose. 
I hope next month to give you further information. 
Yours sincerely, 
W. Giriinc BALL, 
Dean of the Medical College. 


February 4th, 1935. 


In the current issue of Blackwood’s Magazine there is 
a most absorbing article, ‘‘ A Bart.’s Student in the 
‘Eighties’, by Lt.-Col. R. H. Elliot. It deals with 
part of the life of a student of that, to us, romantic age 
of ‘rags’ The 
article illustrates how little it is that the life has changed. 


’ 


and other alarums and excursions. 


The ingredients are identical, and will remain so as long | 
as there exists the close union of medicine with men and | 


women, their pains, poverties and crimes, their births 
and deaths. Perhaps the quantities are a little altered, 
but it is only the flavour of the vehiculum that has 
changed materially with the passage of the years. 

The way of the district clerk was then a good deal 


more hazardous than it is to-day, and it behoved him | 


to imitate Agag in his manner. 


“Jack the Ripper was on the warpath, and we had all been 
warned to be careful and circumspect in our behaviour, as a rumour 
had been started that he was a medical student out to collect 
anatomical specimens. 
absurd, but the East End crowds were terribly worked up as day 
after day passed and this human fiend still remained at liberty. 

The effect on the East End was such that if some foolish 
or mischievous person had raised the cry of ‘ Jack the Ripper’ 
behind one of us, the victim would probably have been torn to 
pieces before he could either explain or call for help. From that 
time on, we went about our work with a considerable load of 
anxiety.” 


Then there are the encounters with the unmen- 
tionables, pulex irritans and the bed-bug, and an 
ingenious “tip” is given for dealing with the latter. 
We meet ‘‘ the great Matthews Duncan”’, Paget, Savory, 
Lauder Brunton and other lecturers, some notable only 
in their inability to curb the rowdy student. 

The writer learnt from the failures and successes of his 


On the face of it the idea was foolish and | 


medical college. 


* * * 


Sir D’Arcy Power and Sir Holburt Waring have sailed 
for Australia on S.S. ‘‘ Barrabool”’ for the opening of 
the new building of the Royal College of Surgeons of 
Australasia. In a letter to us, the former writes from 
Malta, ““So far we have had a pleasant voyage with 
cheery companions ”’. 

* 


* * 


Hunterian Lectures at the Royal College of Surgeons 
have been delivered on January 30th, by Mr. G.C. Knight, 


| on “ The Innervation of the Gisophagus in Relation to 


the Surgery of Achalasia of the Cardia ’’, and on February 
4th by Mr. H. J. Seddon on “‘ The Morbid Anatomy of 
Spinal Caries in Relation to Treatment ”’. 

* 


* * 


Many will be very sorry to hear that Miss K. W. Soden 


(Sister Rahere) has retired from the Nursing Staff of the 
Hospital after twenty years’ service. She entered 


| the Hospital in 1915, was appointed sister in charge 








| display and inspiring victory of the ‘‘Cupper”’. 


of the Throat Department in 1920, and Sister Rahere 
in 1924. 
Miss K. Turnock, formerly Night Superintendent, has 
been appointed to take her place. 
* 


* * 


After a rather unsuccessful season, the Hospital met 
Guy’s on February 7th at Richmond. Pessimism has 
been confounded by the marked improvement since the 
vacation and, as we go to press, by the magnificent 
We 
offer our warmest congratulations and our best wishes 
for the next match against St. Mary’s on February 21st. 

* 


* * 


We have just heard of the sudden death of Mr. H. W. 
Williamson, Junior Demonstrator of Pathology. An 
obituary notice will appear in our next issue. 

* 


* * 


. We are requested to state that the closing date 
for House Appointments in May is 12 noon, 
Saturday, February 16th, 1935. 


* * * 


In June of last year a letter was published in the medical 
press over the signatures of Mr. Stanley Baldwin and 
some of the leaders of the profession. It proposed that 
subscriptions should be invited to a fund as a tribute 
to the late Sir William Morley Fletcher. Part of the 
sum collected was to be used for the erection of a 
memorial at the National Institute for Medical Research 
in Hampstead, and the remainder for the foundation of 
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a Walter Fletcher Laboratory at Mill Hill of nutritional 


investigation. 
Over £2000 has now been collected, but it is felt that 


there must still be many who wish to express their | 


regard by subscribing to the fund. 








OBITUARY. 


JEYMAN WREFORD, of Exeter, died on New 





Bartholomew’s in 1901 and went to Exeter, 
where his personality and attraction rapidly acquired 
a large practice. He was always out of the common 
run both in hospital and in practice on account of his 
age (he was past middle age when a student), in his 
appearance—he looked like what he was, a poet, and wore 
more than the usual quantity of hair—and his mode of 
life. He was the solitary third of the medieval proverb, 
‘ Ubi tres medici, duo athei”’, for religion played a great 
part in his every-day life. He combined the work of 
evangelist and healer, and it was to this that he owed 
his character and sympathy. 

He was for fifty years editor of a monthly paper, 
and was the founder of a Bible and Testament Depot 
in Exeter. 

His wife died in 1932, and he is survived by a son 
and daughter. 

A friend writes of him: ‘‘His life was a beneficent one, 
and gained the trust and affection of those among 
whom he worked and of the many he reached through 
his writings. Few of the sons of St. Bartholomew’s 
Hospital will have commanded a wider sphere of 
influence than that which Dr. Wreford obtained through 
his whole-hearted devotion to the One in whom he 
believed.”’ 





THE PAINTINGS OF HOGARTH ON THE 
STAIRCASE LEADING TO THE 
GREAT HALL, 

ST. BARTHOLOMEW’S HOSPITAL. 


BN Bartholomew Close in 1697 there was born 
William Hogarth, a painter of no mean 
= order, but like many another, not appreciated 
as deserved until after his death. 

Successively he was engraver of coats of arms, crests, 
etc., designer of plates for booksellers, and portrait 
painter. But he will ever be remembered, nay, 


N 





Year’s Day, aged 84. He qualified from St. | 
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reverenced and honoured ‘in his own country’ on 
account of the paintings he produced in 1736, and gave 
to St. Bartholomew’s Hospital in 1737. For this most 
generous gift he was elected a Governor of the Hospital. 
Although Hogarth had already become known to the 
| public as the author of two series of engravings, one 

‘“A Harlot’s Progress’’, (1731), and the other “A 

Rake’s Progress ’’ (1733), it was in 1736 that he, as he 

writes, “‘ entertained some hopes of succeeding in what 

the puffers in books call the great style of history- 
painting,so . . . with asmile at my own temerity, 
commenced history-painting, and on the great staircase 
' at St. Bartholomew’s Hospital painted two Scripture 
stories, the ‘‘ Pool of Bethesda’’, and the ‘‘ Good 

Samaritan’, with figures seven feet high. These I 
presented to the Charity and thought they might serve 
as a specimen to show that were there an inclination in 
England for encouraging historical pictures, such a 
first essay might prove the painting them more easily 
attainable than is generally imagined ”’. 

Alas !, by the public these paintings did not receive 
the praise to which they were certainly due, but they 
have remained with us until the present when they 
literally see daylight again, although flood-lit, and are 
now to be appreciated far more than ever before. They 
are indeed a heritage of which we may be legitimately 
proud. 

Although so many of his other works had been 
engraved, and many by Hogarth himself, it was not 
until after his death that these two pictures became so 


perpetuated. 
Here then on the wall of the Great Staircase leading 
up to the Great Hall have remained these two master- 
| pieces for the past 198 years. At various times it 
would seem that attempts have been made to “ pre- 
restore’ them, as is proved by 
” varnish 


7 


” 


| serve’’ rather than 
| the fact that at least six coats of ‘* opaque 
have overlaid the actual paint, the opacity, it may be, 
due largely to London soot ! 

The writer can remember these paintings fifty years 
ago, when they were really “dingy”, and they have 
not been touched for the last forty years, and their 
appearance has not improved. But last year (1934), 
owing to the generosity of Lord Bearsted and Lord 
Duveen, a thorough restoration was undertaken. This 
was carried out under the able supervision of Sir 
Alec Martin, the Hon. Secretary of the National Art 
Collections Fund, and actually accomplished by the 
Clark family—father, two sons and a nephew. 
| As can readily be imagined, great courage and superb 
| skill have been needed to carry out the work, but any 
| who viewed the paintings before and after the restoration 
| can concede that both have led to results which are in 


sé 
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A.C. Cooper, photo. 
THE Goop SAMARITAN, AFTER RESTORATION IN 1934 


A.C. Cooper, photo. 


THE Poo. oF BETHESDA, AFTER RESTORATION. 
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fact marvellous, and do credit to the painstaking labour 
of the restorers. 

Hogarth was ever a depicter of truth, and it was in 
transferring to canvas humanity as he saw it which 
makes our two paintings so precious. 

Of the two, Hogarth seems to have been prouder of 
the ‘‘ Pool of Bethesda ’’, but some consider the actual 
execution of the ‘‘ Good Samaritan ”’ the better. Space 
does not allow of any attempt at a full description of 
either picture, but some outstanding details may be of 
interest. 

First it should be noticed that beneath the ‘‘ Good 
Samaritan’ there are two monochromes, the one on 
the left being that of Rahere asleep and_ perhaps 
dreaming of the foundation of the Hospital, and the 
other on the right of Rahere awake and receiving gifts 
for the building of the same, while beneath the left side 
of the ‘‘ Pool of Bethesda ” is one of a patient, possibly 
the result of a road accident of that day, being carried 
into the Hospital upon a stretcher borne by two men, 
and being received by two Brethren of the Hospital 
for diagnosis and treatment. 

The ‘ Good Samaritan ’’ shows graphically the man 
injured and stripped by the robbers, his left upper limb 
having received “ first aid’’ for what was probably an 
ugly wound. But the Samaritar is engaged in pouring 
in oil and wine, from a flask in which they are mixed 
presumably, into a right thoracic wound. May the oil 
have been the anodyne and the wine the antiseptic of 
that day ? 

The demeanour of the Levite, still in the offing, is 
extremely well depicted, his scorn of the actions of the 
Samaritan being clearly shown. 

In the left-hand lower corner of the picture is a 
white dog, an old English bull-dog, with its ears cropped 
as was the custom in Hogarth’s time, licking wounds 
upon its left hind leg, received probably in guarding 
his master from the assaults of the thieves. It is 
possible, however, that Hogarth introduced this dog 
having in mind really the dog in the parable of Lazarus 
and Dives. There is also a dog in the left-hand corner 
of the ‘‘ Pool of Bethesda’’, and this may have been 
Hogarth’s favourite ‘‘ Trump”’. 

The horse on the right side is evidently an imitation 
of Van Dyck’s impressions of what the appearance of 
such a beast should be. 

In the ‘‘ Pool of Bethesda”’ it is quite apparent that 
in addition to the two main characters of our Lord and 
the impotent man, Hogarth, in painting some of the 
moving of the waters by the angel hovering overhead, 
took as his models actual patients whom he had seen 
in the Hospital itself. When he became a Governor of 





great multitude of impotent folk”? waiting for the | 
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the Hospital he would have received a “ charge’ 
which ran somewhat as follows—‘* You are to promote 
the weal and advantage of the poor wounded, sick, 
maimed, diseased persons harboured in the said Hos- 
pital’, and he would have remembered with gratification 
that he had introduced these into his painting the 
year before. 

Sir Norman Moore, in his history of St. Bartholomew’s, 
has alluded to the diseases from which several of the 
persons in the painting were probably suffering. To 
show how accurately Hogarth portrayed these it is only 
necessary to point out the following, reading from right 
to left: the man with the crutch and showing great 
emaciation may have had a tuberculous left knee-joint ; 
the harlot Hogarth depicted undoubtedly as suffering 
from syphilis, but 
characteristic of non-specific psoriasis ; 
the woman behind our 


the rash about her knees is 


the infant is 
a good example of rickets ; 
Lord has an acute mastitis, for the redness of the 
skin over the mammary region is now well seen after 
the restoration; the man next to her has probably a 
septic wrist-joint, and not gout, as Sir Norman thought ; 
the two females on the left of the picture are typically 
Hogarthian, and introduced to show the contrast 
between the fat, highly coloured young girl, and the 
emaciated, anemic and chronically-ill 
woman, for it will be noticed that the right forearm of 


the girl and the left forearm of the woman are bare, 


middle-aged 


and the contrast is great. 

Now that this splendid restoration has been accom- 
plished, it is hoped that friends of the Hospital will 
come and see these historic paintings again, and that 
many of the general public will make a pilgrimage to 
view these not the least of the great treasures which our 


W. McA. E. 


old Hospital possesses. 


THE ATIOLOGY OF MALIGNANT 
DISEASE.* 


we 


hg We T is customary to conclude a course of lectures 
Re M4) oon the general pathology of tumours with a 
Qe wy) 





discussion of the etiology of malignant 
disease, and though we really know nothing about the 
essential cause of cancer, this practice has much to 
recommend it, for it helps us to clear our ideas, and to 
select from among the vast body of facts which have 
accumulated in recent years those which seem most 
significant. We may well devote this lecture, then, to 

* A lecture given in St. Bartholomew’s Hospital, December 7th, 
1934. 
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questions of xtiology, though our survey must necessarily 
be brief and superficial. 
Before going any further I would point out that 


when we speak of the cause of cancer we make two | 


assumptions, neither of which is necessarily justifiable : 


we tacitly assume the essential similarity of all the | 


proliferative lesions which exhibit autonomous, con- 
tinuous and invasive growth; 


and we take it for | 


granted that all these tumours are the result of the | 


action of a single cause. 
is, I think, more likely to be true than the second, but 


The first of these assumptions | 


neither is immune from criticism; and while it is | 


generally assumed, as a basis for investigation, that all 
tumours are alike in their fundamental characters and 


in their etiology, it is possible that in thus simplifying | 


our problem we are really complicating it. 


GENERAL NON-SPECIFIC FACTORS. 


In most diseases general non-specific factors play an 
important part in etiology, and it is interesting and 





mammary gland alone is unduly susceptible. These 


| experimental observations, however, are certainly not 


applicable to human beings, who fortunately mate in a 
much more haphazard way. The incidence of cancer 
in the general population is so high that all of us must 
have had forbears who died from malignant disease, 
but it is doubtful if any human being has anything like 
the concentrated cancerous ancestry which is found 
necessary for the production of tumour-susceptible 
mice. In only one condition, the carcinoma associated 
with polyposis of the intestine, is there clear evidence 
that human cancer is an inherited disease, and you will 
be perfectly justified in reassuring such of your patients 
who may suffer from this distressing phobia. 
Civilization.—From time to time one hears it asserted 


| by those who lean towards the simpler life that cancer 


even essential to consider what bearing such factors | 


may have on the development of malignant disease. 
Age.—Age has an important influence, for the 
majority of tumours occur between the ages of 35 and 
65, 50 being the optimum age for women and 55 for 
men. This age-incidence is what one might expect, 
for the study of experimental carcinogenesis shows 


is a disease of civilization. Exactly what is meant by 
this is difficult to say. If by civilization is meant the 
direct opposite of barbarism or ‘‘ wildness’’, the phrase 
is meaningless, for there can be no possibility of 
comparing the cancer incidence in civilized and un- 
civilized communities. The ultimate diagnosis of cancer 
rests on a histological basis, its presumptive diagnosis 
on skilful clinical and post-mortem examinations. The 
uncivilized are usually outside the scope of these 


| procedures, and even if by chance the presence or 


that it takes what corresponds to about 20 years of | 
human life to produce malignant tumours in animals; | 
and in certain occupational cancers occurring in human | 
| with controlled statistics of the causes of death among 


beings the disease only develops after some 25 years’ 
exposure to the harmful agent. 
seen in children squamous carcinomata which, in older 


Nevertheless I have | 


people, would be regarded as the result of chronic | 
irritation, so a lag period is not an essential even in | 


this type of tumour. In fact, malignant disease may 
occur at any period of life, and the age factor is not 


an essential one. 


Sex.—Differences in the organ incidence of cancer in | 


the sexes may be of significance as indicating the 
possible influence of such factors as physiological 
activity and involution, trauma and infection. This is 
particularly well seen in the mammary cancer, which is 
so rare in men and so common in women. 


liability to cancer is inherited, and there can be no 
doubt that by stringent selective breeding stocks of 


mice can be produced exhibiting a greatly increased | 


absence of malignant disease can be established in any 
particular barbarian, this means nothing in the absence 
of numerical data of the total population and age 
distribution of large numbers of barbarians, together 


them. The same applies to animals. We know that 
cancer occurs in domestic animals, and statistics are 
available of its incidence in animals bred in captivity, 
but it is impossible to say what proportion, if any, of 
the total population of, say, lions dies from cancer. 
If, on the other hand, by civilization is meant the mode 
of life peculiar to particular communities of individuals, 
then it may be pointed out that there exist at present 
many civilizations, and there have existed in the past 
very many more, all differing profoundly from one 
another. While, therefore, there is no general factor 
which we can call civilization, there are factors in 


_ different civilizations which undoubtedly predispose to 
Heredity—There is a widespread belief that the | 


| 


tendency to the development of spontaneous cancer. | 
In these cancerous stocks the tumours are usually | 


mammary carcinomata, and it is still doubtful whether | 
the enhanced tendency in such inbred animals renders | 
them liable to cancer in any situation, or whether the | 


cancer. The simple native of Kashmir, or example, 
does not suffer from mule-spinner’s cancer, but then 
neither does the cotton operative of Lancashire develop 
cancer of the anterior abdominal wall, for the Kangri 
does not enter into his scheme of life. Two alleged 
concomitants of civilization—auto-intoxication due to 
intestinal stasis, and an improper dietary—have been 
particularly blamed of recent years for the supposed 
increase of malignant disease among our population, 








FEBRUARY, 1935.] ST. BARTHOLOMEW’S 


but it is difficult to see with what justification. 
glance through the pages of Pepys’s diary reveals the 


years ago as it is to-day; and unless the vast sums of 
money spent every year in advertising aperient and 
purgative medicines are entirely wasted, it would seem 


A | 


just as logical to argue that cancer is due to intestinal | 
unrest, for it is difficult to imagine the modern civilized 


intestine remaining static for any length of time. 

So far as one can see, the influence of food as such in 
the development of cancer is negligible, though the 
temperature at which it is served and the condiments 
and artificial stimulants which sometimes accompany it 
may possibly not be without effect. Cancer occurs in 
races of mankind and in animals differing so widely 
from one another in their diet that any food factor 
common to them all can hardly have escaped notice. 
There is certainly no evidence that either an excess or a 


| mental investigation of irritation cancer does 
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some of these cases, no doubt, the tumour preceded the 


| fracture, but on the other hand there are in the literature 
fact that constipation was as common three hundred | 


apparently true examples of traumatic neoplasms. I 
am thinking of the case of a schoolboy whose tibia was 
broken across the middle of the shaft at football; 
X-rays showed a perfectly normal bone and the fracture 
healed in the usual way, but some months later the 
leg had to be amputated for an undoubted osteosarcoma 
of the healed fracture site. Unfortunately the experi- 
not 
throw much light on this phenomenon, for it has been 
found extremely difficult so to vary the conditions of 


| the experiment as to produce malignant disease by 


deficiency of vitamins has any action on the growth of | 
the transplanted neoplasm in animals; and though it | 


has been suggested that a deficiency of, especially, 
vitamin A may be followed by epithelial hyperplasias, 
such reactions are not recognized as proceeding to 
malignancy. 

We may take it, then, that it has not been proved that 
civilization has any influence on the origin of cancer. 


a single injury. 

The study of experimental carcinogenesis has, how- 
ever, emphasized one or two points of primary impor- 
tance. In animals the time factor applies just as in 
man, and mice must be tarred for what corresponds 
roughly to 20 years of a human life before they develop 
their tumours. But a closer analysis of the process 
has revealed a very interesting point, namely, that it is 


| not necessary to apply the irritant during the whole of 


the preparatory period. If, for example, in a batch of 


| mice, tar is applied for three or four months and then 


While it is not possible to make any comparison | 
between the cancer incidence in civilized and uncivilized | 
peoples, malignant growths have been found in civilized | 
and savage races all the world over, in races living | 


under the most diverse conditions of climate, habit, 
diet and so forth. And the zoological distribution of 
cancer is just as wide. 


Injury and irritation—Chronic irritation is a frequent | 
forerunner of cancer and is undoubtedly of etiological | 


significance, but we do not know exactly how it acts. 
In man such a considerable variety of chemical and 


physical irritants are recognized as possessing carcino- | 


genic possibilities that their action can scarcely be 
specific. Time is the only factor common to them all, 
for nearly always there is a history of exposure for 
years before the actual malignant manifestation appears. 
Apparently authentic instances of the development of a 
malignant growth following a single trauma occasionally 


| cautions were taken they were pretty bad. 


occur, and these must surely have some significance. | 


For example, it is well known that cutaneous cancer 
may follow the exposure over several years to radiant 
heat and also to tar; but one or two cases have been 


withheld, tumours finally develop in the same proportion 
of animals and at the same time as in control batches 
in which the tarring 
The application of this to human 
pathology is pretty obvious: 


is continued till the tumours 
actually appear. 
we may have to look 
back for years for the cause of the cancer of middle 
age. I have recently seen an illuminating example of 
the same kind of thing in an industry in which large 
amounts of dust are generated. Here some 10 or 12 
men, about 1% of the total number employed, have in 
the last five or six years developed intranasal cancer— 
a very rare form of growth. All these men had been 
employed since pre-war days, and though the atmo- 
spheric conditions in the works are now quite good, it is 
probable that thirty years ago when no proper pre- 
There can 
be little doubt that these irritation cancers, 
initiated years ago, but only revealed after the usual 


were 


_ lag interval, during the later part of which the causative 
| factor was no longer present. 


Another important point brought out in the experi- 
mental work is that there appears to be a certain range 


| of intensity of irritation above and below which cancer 


reported where a single exposure to a combination of | 


both these factors—a single splash of hot tar—has been 


rapidly followed by cancer of the area affected. Rather | 
more common are the examples of the development | 


of an osteogenic sarcoma at the site of a fracture. In 


does not develop. If animals are not tarred sufficiently, 
tumours do not result; on the other hand, if the tar is 


| applied at too frequent intervals ulcerative and destruc- 


cation to human pathology, is this: 


tive rather than formative lesions occur. 
Another point, a minor one, but having some appli- 


when mice are 
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tarred, actual cancer formation is often preceded by a | 
stage of epithelial hyperplasia. If tarring is now | 
stopped the lesion may progress to malignancy, or it | 
may entirely heal, but we cannot tell by histological 
examination which will happen; and so I think it | 
behoves us to exercise caution before we glibly talk of 
precancerous lesions. 

Many other facts have been brought out in the study 
of human and animal irritation cancer. I have only 
touched the fringe of the subject, and it is clear that 
any claims to the demonstration of a specific cause 
must square with them before it can be accepted. 

The specific factor—We now come to the consideration 
of the more specific factors, and here we are on much | 
less certain ground. There are two main schools of | 
thought. 


One holds that cancer is intrinsic in origin, | 
and depends upon some variation from the normal in 
the cell itself, due to a complete change of state or 
function, to a developmental error or to some change 
in environment. According to the other view cancer | 
is the result of some influence entering the body from | 
the outside, and it is tacitly assumed that this influence 
is a living parasite. 

The intrinsic point of view has from time to time 
been crystallized in the form of cancer theories, but this 
kind of thing has rather outlived its usefulness. When 
we come down to hard facts most of these theories beg 
the question. For example, we are all agreed that 
many tumours arise in embryonic rests, but what is 
known as the Cohnheim theory does not explain why | 
such rests should suddenly exhibit malignant neoplastic 
properties after years of quiescence. Again, in the 
Habit of Growth theory enunciated by Adami we are 
up against the same difficulty: when exactly does an 
irritative hyperplasia become a precancerous one, and 
why? And attempts to delve more deeply into the | 
matter are no more satisfactory, for to ascribe cancer 
to a somatic cell mutation means nothing in the absence | 
of any explanation as to why the genes go gay. 

All these theories are based on a limited outlook, and 
most of them date back to the pre-experimental era; | 
I do not think there is any real need for you to worry 
about them, but at the same time you might study 
them sufficiently to satisfy yourselves that they really 
are out of date. 


There is, however, another aspect of the intrinsic | 
theory which merits the closest consideration. The | 
demonstration that certain carcinogenic substances | 
are also cestrogenic, and the recognition of their chemical | 
affinity with sterols occurring naturally in the body, 
seems to me to open up tremendous possibilities. It | 
would simplify matters considerably if it could be | 


shown that we elaborate in our bodies our own 


| theory of cancer, and with very good reason. 
| nothing in the natural history of malignant disease to 
| suggest that it is microbic in origin ; it is not propagated 


| have proved their point. 


carcinogenic substances, but it is, of course, much too 
early to suggest anything of the kind. 
The extrinsic theory —I have suggested to you in 


| previous lectures that there is some superficial resem- 


blance between malignant growths and certain inflam- 
matory processes. The resemblance will not bear very 


| close scrutiny, but upon it is based the belief, held 
_ chiefly by bacteriologists and surgeons, that cancer is 


due to a microbe. Up to a few years ago instructed 
opinion would have nothing to do with the microbic 
There is 


from one person to another; and _ structurally a 
malignant growth differs notably from an inflammatory 
process. Further, every attempt to demonstrate the 
constant association of a specific micro-organism with 
cancer has failed. 

The intensive study by Gye and others during the 
last twelve years of the filterable tumours of birds, 
which were originally described by Peyton Rous, has, 
however, opened up the whole question afresh. I 
have already touched briefly on this matter and we 
cannot go into it in greater detail now, but you will 
realize that the upholders of the virus theory of cancer 
have a very long way to go before they can be said to 
Up to the present it has not 


_ been found possible to demonstrate in epithelial tumours 


the virus or filterable agent which exists in avian 
sarcomata; and until the carcinomata of mammals 


_can be brought into line with the sarcomata of birds, 


the virus theory must remain only a theory. It is 
true, of course, that certain epithelial hyperplasias in 


_ mammals can be shown to be infective in origin, but 


such lesions can by no means be described as auto- 


nomous neoplasms. A link between the two conditions, 


_ however, is apparently provided in the papillomatosis 


of the cottontail rabbit studied by Shope and, more 


| recently, by Peyton Rous and Beard. Here, again, we 


have what promises to be an extremely hopeful line of 
investigation, and further work in this direction will be 
scrutinized with the greatest interest. But even if 


| filterable agents can be shown to play the same part in 


the growth of the mammalian epithelial tumours as 
they do in avian sarcomata, it can scarcely be claimed 
that the solution of the problem has been reached. 
Nowadays we are all aware that infection means a 
good deal more than the mere juxtaposition of a parasite 
and a host. We cannot claim that our knowledge of 
the simplest infective process is exhaustive, and if a 
parasite were universally accepted to-morrow as the 
cause of cancer, we should still be as far as ever from 
understanding the cancer process. E. H. Kettve. 
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“THE NELSON TOUCH.” 


y| HE cleaning of the frescoes on the staircase leading 
to the Great Hall had drawn our attention more 
forcibly than usual this January to the scene 
of the Amateur Dramatic Club’s activities, and the arrange- 
ments that had been made to lighten the straicase proved 
most effective in exhibiting the works of Hogarth to 
the crowds who visited ‘‘ The Nelson Touch” between 
January 15th and 18th. 

We approached the Hall, then, in a mood of admiration, 
and the excellence of the evening’s entertainment was 
destined to satisfy completely even the most ardent of 
critics. It is true that the play itself was not one of great 
literary merit ; it is true, too, that once again the Society 
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Baynes as Mrs. Paly-Paget, who was dressed as expected 
Clifford Newbold, 
however, as the widow, adopted quite another style, 


of a middle-aged lady on a sea-trip. 


and appeared in a Marina hat, which might have become 
a young lady twenty-five years her junior at a fashionable 
tea-party in Mayfair. It was surely too good to be ruined 
by the breezes of the sea, even on the head of a veuve 
joveuse as forceful as Mrs. Carewe. 

An interval followed, in which, as in the intervals 
between the acts of the play, Kenneth Latter and Ronald 
Gibson provided light entertainment in the form of 
duets on two pianos. If the Society is as lucky in future 
in this respect, they will have something upon which 
to congratulate themselves most heartily. 

So to ‘“‘ The Nelson Touch”, which opens in a room 


’ 





London Press Photos. 


had elected to present a curtain-raiser, which seemed 
superfluous ; 


performance more than made up for any shortcomings 
and combined to make the performance one that must 
rank high among the achievements of the Dramatic 
Society. Great credit, then, is due to the producer, 
Stephen Hadfield, for the excellence of the evening’s 
entertainment and the smoothness with which it was 
carried out. A word must be added, also, of ‘‘ the 
make-up”’, which was unusually important and really 
very skilfully done. 

There came first ‘“‘ The Baker’s Dozen”, by H. H. 
Munro, enacted on the deck of a steamer, and representing 
the meeting of Major Richard Dumbarton and the object 
of his youthful affections—now a middle-aged widow 
with no less than eight children—and their unsuccessful 
attempt to persuade the one-child Mrs. Paly-Paget to 
take one. Pat Hewlings, as the Major, was admirably 
suited to the part and played it very well; so, too, did 


but the unusually high standard of the | 
caste and the brilliance of more than one individual | 


in the residence of the Earl of Duncaster, Secretary of 
State for the Middle East, with his butler Philpotts 


arranging for the ‘‘ scallywag brother’’, Richard Fayre. 


who has suddenly reappeared from Arabia, to make 


himself presentable before the Earl and Countess appear. 
This is made easy by the arrival that day of two new 
suits for the Earl, in one of which the young man non- 
chalantly appears and proceeds to take an interest in the 
political situation in Arabia, under discussion by the 
Prime Earl Duncaster and 


Minister, Lord Granton, 


the oil magnate. The second act, in the same setting, 
represents the impersonation of the Secretary of State 
the 


Arab chiefs with whom he is conversing; 


Db) 


by young man, who knows so much about the 
and in the 
third act, where his triumph is complete and the Arabs 
are repelled, he attains his object—the hand of Janetta 
Norton—and the crowd are left to ascribe the credit of 
the negotiations to the Secretary of State, who marches 
out on to the balcony with Abdulla—‘ for they are 


shouting for us’’—to acknowledge their congratulations. 
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It is difficult in such an excellent caste to single out 
individuals for especial mention, but Beryl Gilbert as 


the Countess of Duncaster delighted us all the time she | 


was on the stage, and, with Diana Norman, supplied 
the counterpart for the lighter moments of Richard 
Fayre, portrayed by Anthony Hinds Howell. He 
certainly had a great deal to do and did it very well, 
and the contrast was just right between his serious 
moments with the Arab chiefs and the lighter and more 
flippant occasions, when he was concealing his line of 
action from lovers old and new. 
vinced us in the end that he was worthy of his ambition, 
and Diana Norman made us think so too, after she had 
appeared earlier on to be less enthusiastic than even 
the author could have intended. 

The credit of Hinds Howell’s performance is closely 
linked with the excellence of Trevor Roberts’s presen- 
tation of Philpotts. 
deal into the part, and remembered all the time he was 
on the stage exactly what an old servant could and should 
do. ‘ Hearts of Oak,” sung by the two of them, was 
very good indeed, and it was difficult to realize that 
Philpotts in real life was not the age he seemed on the 
stage. We look forward to seeing him again, as also 
Donald Crowther—a new name on the programme. He 
took the part of the Arab chief, and was well supported 
by Peter Dawnay and Trevor Baynes. Their costumes 
and make-up were magnificent, and they lived up to 
them with an admirable portrayal of the Oriental calm 
and immobility characteristic of their country, so 
‘ beautiful and savage and free”’. 

Arthur Ambrose as Lord Granton was inclined to 
over-act, but Eric Jewesbury in a part which at first 


However, he con- 


sight seemed strange, with the memory of his perfor- 
mance as Blanquet in “ Bird in Hand” fresh in mind, 
demonstrated his ability in quite another direction. 
Though perhaps he did not assert himself enough in 
the first act, he achieved a great deal in the last, and 
Last of all, 
and most important, comes the name of Roger Gilbert, 


the ‘‘ blind eye”? was most convincing. 


He had obviously put a great | 





who—it is sad to relate—is unlikely to appear again in | 


one of these productions. 
delightful demonstrations in the past of his unusual 
ability, and it is a great pity we shall not have another. 
Of all his performances, however, none can have been 
better than this as the Secretary of State. 
and his manner were superb: his ‘‘ Ah! Seaton, it is 1” 
on the telephone was a pleasure in itself, and the com- 
placent smile with which he accepted the congratulations 


We have had numerous | 


His voice | 


due to his brother were as realistic and true to the part | 


as the way in which he maintained in his family life 
the dignity of his official position. 


CLINICAL METHODS. 
THE ERYTHROCYTE SEDIMENTATION RATE. 





Before describing the technique, interpretation and _ clinical 
application of the erythrocyte sedimentation rate (E.S.R.), brief 
mention must be made of certain established facts regarding it. 

Firstly, if the blood of healthy adults is prevented from clotting 
by some suitable anti-coagulant and placed in a tube held vertically, 
then the red cells will settle towards the bottom of the tube at a 
slow and relatively constant rate, which is slightly faster in women 
than in men. 
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RELATIONSHIP BETWEEN RED CELL-COUNT AND ERYTHROCYTE 
SEDIMENTATION RATE. 


Secondly, the rate of fall is increased in certain diseases, notably 
those of an inflammatory nature such as rheumatic fever, pneumonia 
and pulmonary tuberculosis and also in neoplastic conditions, 

Further, it must be realized that this test is in no sense specific 
or diagnostic, but it is an expression of activity of a disease process 
in which tissue destruction is probably the chief responsible factor. 

The E.S.R. is also influenced by certain outside factors, of which 
the nature and amount of the anti-coagulant, the room temperature 
and the blood-count are, for practical purposes, the most important. 

Technique.—The technique most generally employed is that 
described by Westergren. A glass tube of uniform calibre, graduated 
in millimetres from above downwards from o to 200, is used in 
conjunction with a special stand designed to hold five or more 
tubes vertically. The anti-coagulant consists of a 3:7% solution of 
sodium citrate, o*4 c.c. of which is introduced into a glass syringe 
of 2 c.c. capacity. Blood is drawn into the citrate solution from 
the median cubital vein, undue stasis being avoided, until the total 
volume of combined blood and citrate is 2 c.c. The contents of 
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the syringe are then emptied into a clean, dry test-tube, and 
thoroughly mixed by being sucked ten times up and down the 
sedimentation tube, which is finally filled up to the o mark and 
placed in the stand. 

The height in millimetres of the column of clear plasma is read 
at the end of one hour and constitutes the E.S.R. 

The upper limit of normal for one-hour readings by this technique 
may be taken as 8 mm., although rather lower figures are usually 
obtained in men. 

In the interpretation of results the number of red cells per cubic 
millimetre of the blood tested should be taken into consideration, 
and this constitutes one of the chief difficulties of the test. Probably 
the most simple method of overcoming it is to correct all results to 
5 million red cells per cubic millimetre, which can be done by the 
author’s series of curves correcting E.S.R. and red cell-count. 

The test finds its principal clinical application in diseases such as 
pulmonary tuberculosis, rheumatic fever and various forms of 
arthritis, in all of which the question of activity of the disease 


process is one of paramount importance in prognosis and treatment. | 


It is probably true to say that, in any of these conditions, a normal 
E.S.R. indicates quiescence, while, in the absence of any other 
pathological condition, an increased rate denotes activity of the 
disease process, W. GO: 


TONSILLECTOMY UNDER LOCAL 
ANESTHESIA. 


Tonsillectomy may be performed simply, painlessly and quickly | 
The following brief description is merely | 
intended to outline a simple and satisfactory technique for those 


under local anesthesia. 
unacquainted with the method. 


PREMEDICATION. 


The patient is given morphia gr. } half an hour before operation. 
As the patient’s co-operation is necessary it is essential that he 
should not be unduly sleepy, therefore nembutal or hyoscine are 
inadvisable. 

ANESTHESIA, 


The fauces, palate, pharynx and back of the tongue are lightly 
sprayed with 10% cocaine and then carefully painted with a 20% 
solution. Care is taken to paint the under-surface of the tongue; 
this prevents discomfort when the patient is holding his tongue 
down with a spatula. The anterior part of the dorsum must not 
be cocainised, otherwise the patient is unaware of the position of 
the spatula and will constantly allow his tongue to roam. Special 
care must be exercised during cocainisation, and the minimum used 
to anesthetise the fauces and pharynx. If too much is used it may 
trickle down into the hypopharynx and “block” the superior 
laryngeal nerves, which lie just beneath the mucosa in the anterior 
part of the pyriform fosse, and thus cause anesthesia of the upper 
part of the larynx and facilitate aspiration of blood and infected 
material. 

The pillars of the fauces are then infiltrated with novocaine 1% 
with adrenalin 1/250,o00. A Labat syringe with a fine needle 
6 in. long is used. The needle is inserted through the anterior 
pillar at the lower pole of the tonsil and the lower half of the pillar 
infiltrated, and then it is inclined medially and 2 c.c. injected into 
the attachment of the lower pole to the tongue. 
passed laterally, and the loose tissues deep to the tonsil infiltrated 
with 2-3 c.c. of the solution. If the needle is in the right layer the 
tonsil becomes more prominent as injection proceeds ; if the point 


is in the tonsil itself novocaine will be seen trickling out of the | 
The needle must then be withdrawn and passed more | 


crypts. 
laterally. The second point of injection is in the groove between 
the anterior pillar and palate on a level with the last upper molar. 
The upper half of the pillar is infiltrated, and then the needle is 


inclined upwards and slightly outwards and 2 c.c. injected into the | 


tissues around the upper pole. Injection of the posterior pillar is 
unnecessary if the retro-tonsillar tissues are adequately infiltrated. 
The patient is now given a rest for five minutes while anesthesia 
becomes complete. 

OPERATION. 


The patient sits comfortably in a chair opposite the operator, 
who is also seated. A nurse stands behind the patient and steadies 
his head. The tongue is depressed by an ordinary spatula, which 
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the patient holds himself. The dissection is carried out in the 
ordinary way, taking special care to avoid any pulling. As a rule 
the operation may be completed comfortably in two minutes. 


AFTER-TREATMENT. 

Nothing must be given by mouth for two hours or so, until 
anesthesia has worn off, and then a little cold water may be sucked 
from a swab; if this is satisfactory a little water may be taken from 
a teaspoon, and if it is swallowed without difficulty the ordinary 
post-operative treatment can be continued with safety. 


COMPLICATIONS. 
1. Pulmonary. 

Pulmonary complications are undoubtedly more common with 
local than general anesthesia. Attention has already been drawn 
to the risks of aspiration of blood, etc., if the laryngeal mucosa is 
anesthetized by too free use of cocaine. 


2. Hemorrhage. 
Reactionary hemorrhage may occur when the vasoconstrictor 
action of the novocaine and adrenalin passes off, as in any operation 
under local anesthesia if careful attention is not paid to bleeding 


points. 


3. Infection. 
This can be avoided by 
There is no necessity 


Excessive sloughing is sometimes seen. 
using the minimum quantity of novocaine. 


| to indulge in wide infiltration of the palate and pharyngeal wall. A 
recent article states that 30-40 c.c. of 1% novocaine are required to 


produce satisfactory anesthesia. We have found ro c.c. adequate, 
and hope with increasing experience to use considerably less. 


CONCLUSION. 

The advantage of operation under local anesthesia is that the 
after-pain is considerably less than after general anaesthesia; all 
sisters who have looked after both will vouch for this. The chief 
disadvantage is the limited application. Local anesthesia is 
unsuitable for remains and for very fibrotic tonsils where there are 
extensive adhesions obliterating the retro-tonsillar space. ; 

A. M. B. 








PRESENT CONCEPTIONS OF THE 
ETIOLOGY OF RHEUMATIC 
FEVER 


N 1906 Sir William Church (1), writing on rheu- 
matic fever, stated that “It is now very 
generally admitted that 
belongs to the class of acute infective disease, although 
opinions still differ with regard to the specific organism 
by which it is produced ”’. 

It may be said that this statement is as true to-day 
as when it was first made, although considerable know- 





rheumatic fever 


| ledge upon the pathology and etiology of the disease 


has been accumulated, especially within recent years. 
Thus there has grown up a conception of the disease as 


| one with a microscopical pathology peculiar to itself— 


Aschoff (2), Coombs (3), Swift (4)—and with a localization 
in the joints, heart and subcutaneous tissue, which has 
done much to help in the differentiation of acute rheu- 
matism from other conditions. This paper briefly sets 
out the most important advances in the knowledge of 
the etiology of the disease, but to appreciate the signi- 
ficance of these it is necessary to review former ideas. 
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The first view of rheumatic fever from the etiological 
standpoint was that it represented a generalized infec- 
tion by a specific micro-organism. An anaérobic bacillus 
was brought forward as the cause of the disease in 1891 
by Achalme (5), and later by Thiroloix (6), but this was 
identified in 1900 by Hewlett (7) as B. enteritidis sporo- 
genes, and no serious claim on behalf of this organism 
has been made of recent years. In 1900 Poynton and 
Paine (8) described the isolation from the blood, the 
pericardium and throat of cases of acute rheumatism 
of a streptococcus which they claimed to be the specific 
causal agent of the disease. Their claims, which were 
upheld by Beattie and Walker (9), for the specificity of 
the organism they had isolated were based upon its 
characteristic cultural reactions, and on the experimental 
production by it in rabbits of lesions such as arthritis, 
pericarditis and endocarditis. 
that this micro-organism is no longer held to be the 
etiological agent in acute rheumatism, Poynton himself 
being compelled to confess (1924 (10)) that he did not 
think that the presence of his streptococcus formed a 


complete explanation. The reason for the overthrow of 


this organism as the specific cause was the general | 


It is sufficient to state | 








inability of competent observers to repeat the isolation | 


of a similar organism, the recognition that the organism 


in question was none other than the enterococcus, | 
Streptococcus fecalis, and that the lesions produced in | 
rabbits were not analogous to those of acute rheumatism, | 
but were of a pyemic nature, and could be produced by | 
any organism of the group of Streptococcus viridans | 


(Horder (11)). 


The theory of generalized infection was revived by | 
Small (12) in 1927, this time with a non-hemolytic | 


streptococcus, but with no more evidence in support for 
his organism than in the case of the coccus of Poynton 
and Paine. 

The next theory was that put forward by Birkhaug (13), 
who in 1927 suggested that the disease was an intoxi- 
cation caused by a non-hemolytic streptococcus located 
in the throat (from which it could be cultured), and 
producing an exotoxin. This would make the disease 
analogous to searlet fever, but with a non-hemolytic 


streptococcus instead of an hemolytic streptococcus. | 


Doubt was later thrown on this conception of the toxicity 
of the organism, and Birkhaug later suggested (1929 
(14)) that the organism stood in relation to rheumatic 
fever as an agent which produced substances to which 
the patient became hypersensitive. 

This leads to the next view of rheumatic fever as a 
disease due to “ allergic hypersensitivity ’’ to an organism 
or its products. This view was elaborated chiefly by 


Swift (4) on the resemblance of the arthritis of acute 
rheumatism to that seen in serum sickness (clinically, 
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pathologically and sometimes in response to salicylates: 
(15)), on the basis of analogy with tuberculosis, where 
sensitization of the host to the products of the tubercle 
bacillus is believed to play some part in the disease 
picture, and on the demonstration of a sensitivity of the 
patient’s skin to streptococcal extracts. Swift found 
the Streptococcus viridans to be the chief associate of 
rheumatic fever, but to reconcile his results with those 
of previous observers, suggested that there was an 
hypersensitivity to a wide range of streptococci rather 
than to one particular group (Swift, Derick and Hitch- 
cock (16)). However, in 1926 there had come the first 
report of the association of a different type of strepto- 
coccus with acute rheumatism, namely the Hemolytic 
Streptococcus. This organism is differentiated from the 
non-hemolytic and ‘green’ streptococci by the 
production of a soluble substance which is capable of 
hemolysing the red blood-cells of many animal species 
(streptolysin—McLeod (17)). Thus Andrewes, Derick 
and Swift (18) noted the occasional occurrence of 
hemolytic streptococci in the throat during the throat 
infection which frequently precedes the attack of acute 
rheumatism. In 1931 Alvin F. Coburn’s (19) work on 
the infective factor in acute rheumatism appeared. 
This work showed : 

(i) A similar geographical and seasonal distribution 
between hemolytic streptococcal infection and acute 
rheumatism. 

(ii) A relationship between activity of the rheumatic 
process and an infection of the upper respiratory 
passages. 

(iii) That of all the organisms isolated from the throat 
by aérobic culture, the one whose presence was asso- 
ciated with periods of active rheumatism and which 
inactivity was the hemolytic 
Studies of individual cases and of 
institutional epidemics seemed to indicate a direct 
correlation between a hemolytic streptococcal infec- 
tion of the throat and an attack or recrudescence of 
active rheumatism. It was observed that a _ time- 
interval averaging 10 days usually existed between the 
sore throat and the period of active rheumatism, and 
that when the latter phenomena had appeared, hamo- 
lytic streptococci had frequently disappeared from the 
throat. 

(iv) Because it was not possible to demonstrate 
hemolytic streptococci in the lesions of the heart, joints 
or in the blood-stream, Coburn postulated a sensitivity 
to the organisms in the throat, or rather to their products, 


| and supported this contention by the demonstration of 
| sensitivity of the skin to an extract of ground-up 
| hemolytic streptococci in a high percentage of rheumatic 
| cases. 























FEBRUARY, 1935.] 


ST. BARTHOLOMEW’S 


Coburn’s work was carried out on a very large scale, 


| patient himself. 


involving the examination of the throat flora in several | 
groups of individuals, and it is apparent to anyone who | 


studies his work that he has built up a strong body of 
evidence for associating hemolytic streptococcal infec- 
tion with rheumatic fever. 
lacking to support some of Coburn’s observations. 
Firstly, tonsillitis has been known to be associated 
with acute rheumatism ever since the early observations 
of Haig-Brown (20) on an epidemic of tonsillitis in 


Evidence has not been | 
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This has been the demonstration of a 
change in the rheumatic patient’s blood which is indi- 


cative of hemolytic streptococcal infection. Thus 


| precipitins to streptococcal extracts have been demon- 


strated in the blood prior to an acute relapse (Schlesinger 
and Signy (29)). Also Todd (30), and recently Myers 


| and Keefer (31), have described the high titre of anti- 
| streptolysin (antibody neutralizing hemolysin produced 


Charterhouse School, in which certain cases developed | 


manifestations of acute rheumatism with arthritis and 
carditis (1884). In 1930 Glover (21) in the Milroy 
Lectures drew an analogy between cerebro-spinal fever 
and acute rheumatism on the grounds that a wave of 
tonsillitis usually preceded the occurrence of cases of 


by the hemolytic streptococcus) in the blood of cases 
of acute Patients not suffering from 
infection by the hemolytic streptococcus did not show 
such a high titre ; those with hemolytic streptococcal 


rheumatism. 


| infection showed high titres. Further, Todd showed that 


| fell during convalescence. 


acute rheumatism in institutions, in a similar manner | 


to the way in which a rise in the carrier-rate of meningo- 


| formed in cultures of hemolytic streptococci. 


cocci preceded an outbreak of cerebro-spinal fever. He | 


postulated therefore a droplet infection by a specific 
organism of low-grade infectivity. Later Glover and 
Griffiths (1931 (22)) recorded outbreaks of acute rheu- 
matism in schools following epidemics of hemolytic 
streptococcal tonsillitis. In 1932 Bradley (23) described 
a similar epidemic in a school in which two different 


serological types of hemolytic streptococci occurred in | 


the throat prior to attacks of acute rheumatism. 
Schlesinger (24) had described in 1930 how rheumatic 
relapses in convalescent children were often preceded 


by a naso-pharyngeal infection occurring 10-21 days | 


beforehand, and Collis and Sheldon (1932 (25)) demon- 
strated the occurrence of hemolytic streptococci in the 


throat during this febrile precursor to rheumatic activity, | 


while the presence of other organisms such as pneumo- 
cocci was unassociated with relapse. 


Similarly, Paul | 


and Salinger (26) have drawn attention to the connection | 
between upper respiratory tract infection and active | 


rheumatism in a study of rheumatic families. The 
most recent observations bearing on this point are those 


of Gibson and Thomson (1933 (27)) who found no | 


difference in the frequency of occurrence of hemolytic 


streptococci in the throat of rheumatic patients and of | 


a control group, and of Weinstein and Styron (1934 (28)), 


the titre rose with activity of the rheumatic process and 
Finally Hadfield (32) has 
described a resistance on the part of the blood-fibrin in 
cases of acute rheumatism to lysis by the principle 
This 
resistance is considered by Tillett and Garner (33) to 
indicate recent hemolytic streptococcal infection. 
Attempts, however, to confirm Coburn’s second con- 
tention, namely, the existence of a state of sensitivity 
to the products of the hemolytic streptococci in rheu- 
Thus Coilis (25), 
and Collis, Sheldon and Gray Hill (34) found no greater 


matic fever, have met with less success. 


incidence in the number of positive reactions to the 
intradermal injection of hemolytic streptococcal extract 
(variously termed ‘‘ nucleoprotein’’ and “ endotoxin”’) 
in rheumatic cases than in a control group, though there 
was a higher incidence of strongly positive reactions in 
the rheumatic group Gibson and Thomson (27) came 


to a similar conclusion (1933). 


Discussion. 
When an attempt is made to summarize the work of 
recent years on the etiology of rheumatic fever, it is 
seen that the emphasis at the present time is upon the 


hemolytic streptococcus. All the evidence seems to 


| agree that while there may be no real increase in the 


| infestation of the throat by these organisms in rheumatic 


cases, yet whereas an infection of the throat by a 


| hemolytic streptococcus in a non-rheumatic subject is 


who also found no difference in the frequency of occur- | 


rence of hemolytic streptococci in the throat of rheu- 


| by a recrudescence of active rheumatism. 


matic cases, but who found that of 37 patients suffering | 
from rheumatism who had recrudescences under obser- | 
vation, no less than 62% had hemolytic streptococci in | 


the throat during the three weeks prior to the relapse, 
thus confirming Coburn’s main contention. 


Secondly, other work has been published approaching | 


the problem from a different angle than that of the 


direct isolation of the hemolytic streptococcus from the | 


not followed by the manifestations of acute rheumatism, 
a similar infection in a rheumatic subject may be followed 
On the other 
hand, the question as to whether an attack or relapse of 
rheumatism can occur in the absence of demonstrable 
hemolytic streptococcal infection has not yet been 
satisfactorily answered. The problem is best seen in 
its relation to a particular case, and the following case 
illustrates the difficulties that are to be encountered : 


J. D—, et. 10, was first seen at the age of 8, when he gave a 
history of attacks of rheumatic fever when aged 4 and 7, and on 
examination was found to be undersized, while his heart was normal 








in size, but had a systolic murmur at the apex. He remained well, 
though complaining of pains from time to time until May, 1933 
(zt. 9), when he had a sore throat from which hemolytic streptococci 
were cultured in large numbers. 


| 
| 
| 
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been found by McGibbon (36) should be compared with 


| the low figure for the occurrence of rheumatic manifes- 


A fortnight later he had no sore | 


throat, hemolytic streptococci were no longer obtainable from his | 
throat, and apart from occasional pains in the legs and epistaxis | 


on one occasion he was quite well. However, three weeks from 
the time that hemoltyic streptococci were found in his throat, he 
was admitted to the Children’s Ward suffering from an acute 
rheumatic relapse with swollen knees, and a dilated heart in which 
signs of mitral stenosis were to be found for the first time. 
from his throat on several occasions yielded Streptococcus viridans, 
staphylococci, and no hemolytic streptococci were ever obtained. 


Cultures | a ; 
| produces lesions in the heart analogous to those of acute 


This attack quickly quietened down, and he was discharged with | 


very little signs to show for his illness, his heart being normal in 
size, with, however, a systolic and occasionally a mid-diastolic 
murmur to be heard at the apex. 

The boy now remained well for over 12 months, until November, 
1934, when he was admitted to the ward in a further acute relapse, 
this time with pericarditis and arthritis. Throat swabs had been 
taken 27 days previously, and had shown no hemolytic organisms 
but merely Streptococcus viridans. Further, he had not had any 
symptoms of any upper respiratory infection, the rheumatism 
coming on very acutely. The throat during the first few days after 
admission was repeatedly negative for hemolytic streptococci. 
But when his plasma was examined for the presence of resistance 
on the part of the fibrin to the lysis induced by a culture of hemo- 
lytic streptococci, it was found that lysis was delayed for some 5 
hours, and was not complete after 24 hours’ incubation, the normal 
control fibrin being dissolved within 10 minutes. As it was not 
known whether this was a newly acquired property of his fibrin, it 
was not possible to dogmatize about its significance, but it probably 
indicated a recent infection with the hemolytic streptococcus, 


This boy illustrates very well the essential problem 
concerning the significance of hemolytic streptococci in 
acute rheumatism. In his first relapse he had a clearly 
demonstrable preceding streptococcal infection of the 
throat. Yet in a relapse of equal severity he had no 
directly demonstrable infection, either preceding or 
accompanying the rheumatism, due to hemolytic 
Evidence of a somewhat circumstantial 
nature suggested that such an infection was a possibility. 


streptococci. 


tations following this disease (4°4—Schlesinger (24)). 

Two recent theories must be mentioned here; the 
first is that of Reinhardt and Mettier (37), who claim 
that a combination of vitamin C deficiency and focal 
hemolytic streptococcal infection in the guinea-pig 
rheumatism. While the lesions they figure are not 
conclusive evidence, without confirmation, that the 
experimental disease they have produced is analogous 
with acute rheumatism, yet their general conception of 
the combination of two factors—one in the host and one 
from without in the form of a micro-organism—appeals 
to many who regard the allergic theory as inadequate. 
The question of vitamin C deficiency as a factor in acute 
rheumatism meets with criticism on the basis of 
Newman’s (38) careful work on the occurrence of acute 
rheumatism among the inhabitants of the Fountain 
Hospital for mental deficients. Here the diet of the 
institution was inadequate and cases suggesting 
vitamin C deficiency occurred, while the attack-rate of 
scarlet fever was 21%, yet acute rheumatism only caused 
manifestations in 0°5°% of the population. 

The second is that which Gibson and Thomson (27) 
express when they state their belief that acute rheu- 
matism may be due to some infective agent not yet 


| identified, whose entry into the body is facilitated by 


Yet it cannot be denied that the second relapse might | 


have been entirely unrelated to streptococcal infection, 
the evidence being insufficient for a judgment to be 
passed in either direction. 


every case of acute rheumatism there is, or has been, 
an infection by the hemolytic streptococcus, what 
interpretation can then be placed on the lesions of this 
disease ? 
invasion of the body tissues by this organism. Blood 
cultures and joint fluid cultures do not yield the hemo- 
lytic streptococcus. In fact the most careful work on 


this line gives a growth after some days of a Streptococcus | 


viridans (Cecil, Nicholls and Stainsby (1929 (35)). 


disease as an intoxication from exotoxin secreted by the | hemolytic streptococci is still rudimentary is obvious 


hemolytic streptococci in the throat. Thirdly, there is 
the allergic hypothesis, and so far the evidence seems to 
point away from this conception (the very high percen- 


There is no evidence of any widespread | fever is due solely to the hemolytic streptococcus acting 


infection with the hemolytic streptococcus. Such a 
belief would conflict with the known activity of the 
hemolytic streptococcus as a secondary invader, for 
the streptococcal infection seems definitely to precede 
the rheumatism. 

To return to the question of the réle of the hemolytic 
streptococcus, analogy may be drawn with scarlet fever. 


| Some years ago the hemolytic streptococcus was known 
For the purpose of argument let it be granted that in | 


to occur in the throat in scarlet fever, yet it was very 
generally rejected as the causal agent of the disease and 
an hypothetical virus was postulated as the real invader. 
To-day there are few sceptics to the view that scarlet 


as a local invader of the throat with general toxemia. 
The conception of toxigenic strains and of the existence 
of circulating antitoxin in the serum of some individuals 
(Dick-negative) has done much to explain the difference 


| between simple streptococcal tonsillitis and scarlet fever 
Secondly, there is no basis for the consideration of the | 


tage of positive skin reactions to the hemolytic strepto- | 


coccus in scarlet fever convalescents (90°%) which have 


(Glover and Griffiths (22)). That our knowledge of the 
when the problem of hemorrhagic nephritis is con- 
sidered. It is therefore possible that with increase in 
our knowledge of these organisms much that is at 
present obscure in relation to rheumatic fever will be 


| explainable. 
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To conclude this paper with the trite remark that | 


much has been accomplished yet still more remains to 


be done to elucidate the problem of the etiology of | 


rheumatic fever would be redundant, and it is better to 
leave the reader to form his own conclusions; yet if 
through the pages of this brief review the complexity 
of the problem has become evident, the writing of this 
article will not have been in vain. 


I am indebted to Dr. Charles F. Harris for permission | 


to publish the case-report. 
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“THE LIFE AND WORKS OF CHARLES 
BARRETT LOCKWOOD, 1856-1914.” 


(Continued.) 





V. THE SURGEON. 


“Our art is not better learned than by its exercise 
and use.”—Sydenham. 


In 1891 Sir William Savory retired from the staff of 
the Hospital, and in June of the following year C. B. 
| Lockwood was appointed assistant surgeon to Butlin. 
And so the pendulum swung across. The last strong- 
hold of the pre-antiseptic era had been superseded, and 
the young surgeon who had been added to the staff 
brought with him a new outlook and new methods 
| which he introduced with all thoroughness, and in time 
influenced others to copy. 

For although antiseptic surgery was said to be prac- 
| tised at Bart.’s when Lockwood arrived on the staff, 
| what in fact was performed fell far short of aseptic 
| ideals, and it was due to Lockwood, with Butlin, more 
| than to any others that the real meaning of asepsis 
| came to be pressed home. 


| Lockwood was one of the 
| first to grasp the full meaning of sterility in operations, 
| and his work at bacteriology had given him an under- 
| standing of infection which most of his colleagues at 
| that time lacked. He realized that, in doing an opera- 
| tion, a surgeon should deal with the wound as though 
| he were performing a delicate bacteriological experiment, 
| The senior surgeons on the staff of the Hospital at this 
time were Messrs. Thomas Smith, Willett, Langton, 
Marsh and Butlin. There was still only one theatre 
(the old Theatre A) between them, and the old black 
frock-coats for operating still hung in the cupboard 
there. 





Often the room was so thick with mist from the 
carbolic acid spray that it was impossible to see across 
it. Smith and Willett were both strenuous in their 
efforts to improve matters, and sincerely believed that 
they were employing something of Lister’s technique. 
But ignorance of the fundamentals of clean surgery 
prevented them attaining theirend. The new technique 
was as yet only dimly revealed to them, and when 
Thomas Smith put his needle in his mouth, and sucked 
the end of the string before threading it, nobody believed - 
that Lister minded that sort of thing very much. And 
Langton, although he paid lip-service to antisepsis, and 
scrupulously cleansed his hands before an operation, 
would be observed from time to time to pass his fingers 
absent-mindedly through his hair. Sometimes he would 
produce a trocar and cannula from his waistcoat pocket 
and plunge it straight into a’ hydrocele, and it never 
occurred to him, or to many of his colleagues who 

behaved similarly, that antiseptic surgery demanded no 
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less than a complete revolution of surgical outlook and 


organization. 


Butlin understood the subject far better than most | 


of them, and he had in addition a great pathological | 


knowledge. As his assistant surgeon, Lockwood was 


able to use new methods of procedure at operations, and 


standing of the channels of infection. The Butlin- 
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‘““T can well remember his rather slender figure leaning 
over the specimen cases in that rather gloomy place. 
He always looked so youthful, not much older than his 
pupils. He had a keen and intelligent face; hair dark 


and worn rather long; brow spacious and white; 


| dark and clear eyes which looked at you steadily ; the 
together they introduced into the Hospital a new | 
standard of surgical cleanliness, based on a full under- 


Lockwood combination gained a name for themselves | 


as the great “ Aseptic Firm’, and their operation | 





Str Henry Bvt in. 


wounds certainly surpassed all others in cleanliness and 
rapidity in healing. Lockwood remained with Butlin 
until he was appointed full surgeon in 1903, on the death 
of Walsham. 


Henry Butlin played so important a part in Lock- 


wood’s career that it is worth while pausing a moment | 


to take a glance at him. He was essentially a cultured 
man with a wide knowledge of literature and architec- 
ture. He spoke Italian perfectly, and spent most of his 
holidays travelling in France, Italy and Spain. 
lover of horses, he was fond of riding and driving, and 
used to drive up to the Hospital in a carriage and pair. 
Lockwood first encountered him in his student days in 
the Museum, and writing of him afterwards he said, 


mouth firm with a strong chin; the head carried well ; 
and all the movements betokening an alert intelligence. 
Altogether it must have been clear even to the least 
intelligent that he was a man beyond the ordinary. ” 
Lockwood was happy in finding in his senior surgeon a 
man who was ready to advance and improve the standard 


| of asepsis in surgery by every possible means, and he 


began to give demonstrations in the wards, and on 


Saturday afternoons in the operating theatre, dealing 


| with the problems of asepsis. 


Notes of these demon- 
strations were published in the St. Bartholomew's Hos- 
pital fournal and afterwards collected to form his well- 
known book on Aseptic Surgery. 

In using the term “ asepsis ’’, Lockwood did not imply 
a method in which the use of antiseptics was excluded. 
He took pains to make clear that he applied the term 


| to the end in view and not to the means by which it was 


attained. 


A great | 


There was only one kind of asepsis to his 
thinking-—that in which bacteria were absent ; and any 


_ endeavour to limit the use of the term “‘ aseptic’ to a 


method which happened to rely solely upon the use of 


| heat seemed to him doomed to end in inconsistency. 
| Personally he employed the mixed method, “ but with 
| an abiding faith in the efficacy of heat, and a profound 
| scepticism as to the power of chemicals ”’. 


He was probably the first surgeon at the Hospital 


| to give scrupulous attention to the cleanliness of his 
| hands and the skin of the patient. 


Where previously 
it had been the custom of the surgeon merely to rinse 


| his hands in water, and perhaps an antiseptic, before 


an operation, Lockwood instituted a rigorous routine 
of preparation. First, he prepared himself for disin- 
fection, scrubbing both hands and forearms with soap 
and hot water (at 105° F.) for three minutes by the 
Next he soaked them in strong disinfectant for 
two minutes, and finally rinsed them in a weaker 
solution. At first he had tried carbolic acid and per- 
chloride of mercury to disinfect his hands, but came to 


clock. 


regard then as unsatisfactory not only from their 
chemical action, but because of the roughness and sore- 
ness of the skin which they produced. 

he came regularly to use a solution of biniodide oi 
mercury in methylated spirit. A strength of I part in 
500 was employed for the first washing and of I i 


In consequence 


2000 to 4000 for rinsing before and during the operation. 


The skin of the patient was prepared in a similai 


manner, usually after a hot bath, and with the additiona! 
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application of ether, turpentine or benzene after the 


had been disinfected it was kept aseptic until the opera- 
tion by a covering of 5%, carbolic gauze which had been 
soaked in biniodide lotion for at least twelve hours. 
Lockwood paid very great attention to the care of his 
hands and always kept his nails clipped close to the 
skin. After he introduced the biniodide solution it was 
adopted by nearly all the surgical staff of the Great 
Northern and of St. Bartholomew’s Hospitals, where it 
popularly went by the name of ‘‘ Lockwood’s Juice ’’. 
He was one of the first surgeons at Bart.’s to surround | 
the site of operation with properly sterilized towels, 
which were prepared by boiling and soaking in carbolic | 
lotion, I in 40. He or his assistant used to take them | 
out of the lotion, wring out the excess, and straightway | 
apply them to the patient. His instruments were 
sterilized in boiling water for a quarter of an hour, and 
then put in a basin of 2 to 23% carbolic lotion. Marine | 
sponges, which he liked to. use, were usually prepared 


scrubbing, in order to extract grease. When the skin | 
| 
| 


by the sulphurous acid method, and he had little doubt | 
of its efficacy. 


As regards his own costume, in the early days he | 
simply took off his coat, rolled up his shirt sleeves, and 
put on an apron or towel, more for his own cleanliness | 
than that of the patient. As the apron was not steri- 
lized he had never to touch it with his hands, nor allow 
it to come into contact with the wound. It was not 
long before special sterilized aprons were introduced, | 
and these were followed by white jackets and short- 
sleeved gowns. The theatre staff were all made to 
wear sterilized overalls, and eventually goloshes and 
caps were introduced. Lockwood himself at first 
refused ever to wear a cap, which he thought unnecessary, 
his hair being close-cropped. He used to say in reference | 
to another surgeon who had a beard, ‘‘ When —-—— puts 
his beard in a bag, I will put on a cap”’. 

Lockwood was the first to wear gloves for operating | 
at Bart.’s at the beginning of the present century. 
They were made of cotton and sterilized by boiling. | 
He soon gave them up because he found that they | 
seriously diminished his sense of touch. Rubber gloves 
he gave a fair trial, but on account of their poor quality 
in the early days he found it practically impossible to | 
complete an operation without tearing or puncturing 
them. Although he never made it a practice to wear 
gloves himself, he insisted on his theatre staff wearing | 
them, because he would not rely on the completeness | 
of their ‘‘ scrubbing-up”’. He was quick to realize 
the danger of coughing or talking over the patient, and | 
a garrulous assistant was particularly objectionable to | 
him. He came to employ a mask soon after its original | 
introduction at Charing Cross in 1900. | 


| pressed upon people’s minds. 


| nor any of his immediate assistants should 


| by 1908, 1 in a series of 66. 
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Many of the original difficulties were overcome when 
large sterilizers were introduced into the Hospital, and 
when the elements of aseptic principles had been im- 
This, however, was a 
difficult process, and it had to be impressed on workers 
in the theatre that their hands were not properly aseptic 
if they touched their faces, or failed to remove rings 
from their fingers ; that the fact of an instrument being 
new from the maker was no guarantee of its sterility, 
nor even of its cleanliness; that neither the operator 
‘ assist 
in moving the patient or in lighting the gas ”’, and that. 
an instrument which fell on the floor was not again 
rendered sterile by dipping it for a second in weak 
antiseptic lotion. 


But Lockwood did not stop at showing people what 


| d es be . 
| aseptic principles involved ; he tested them to see how 
| efficiently they were carrying them out. 


On the basis 
that the end of aseptic surgery was the absence of 


| bacteria, he had at once at his command a simple test 


of success or failure, and one that was easy to apply. 
His ideal was that all the sponges, towels, materials, 
instruments, skin of the hands, skin of the patient, and 


| the wound itself should all be sterile when tested with 


culture media. Consequently, he made it his regular 


| custom to have a rack of broth-tubes brought to the 


theatre and, before he began to operate, snippings of 
’ D ’ na 


| skin from around the nails of his own hands and those 


of his assistants were put into separate culture-tubes. 
Small pieces of the patient’s skin, fragments of towel, 
sponge, catgut and anything else that was intended to 
be sterile were also put into separate tubes and taken 
away to be incubated. The results were exhibited the 
next day, and when the house surgeon, dressers and 
nurses knew to what a stringent test their efficiency 
was likely to be put at any moment, it is not surprising 
that aseptic technique was soon carried out with 


scrupulous care. Tests were sometimes repeated after 


| theoperation to see how well asepsis had been maintained. 


The results of these experiments varied a good deal, 
but on the whole they showed a steady improvement in 
aseptic methods. Thus. at first, bacteria grew from the 
skin of the hands on every occasion ; then the incidence 
of sepsis was I in 10, then I in 15, and then IJ in 37, and 
During this improvement 
the methods of testing remained the same. The hands 
of the house surgeon in 1900 were “‘ septic” once out of 
24 tests made before operations and 3 times out of 
12 tests made after operations. Lockwood prepared 
his own hands so carefully that it was quite exceptional 
for any organisms to be grown fromthem. Mr. J. E. H. 
Roberts, who. as Pathology Clerk, had to take a snip of 


| skin from Lockwood’s hands as a weekly routine for 
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three months, says that he never once grew any 
organisms from him, though he frequently did from 
other people. 

This system used to be criticized by some people, who 
believed that a large drop of antiseptic often went into 
the broth with the piece of towel or catgut, and so 
vitiated the result, or on the grounds that because a 
minute portion of skin was sterile, it did not necessarily 
imply that the whole of the adjacent skin was similarly 
sterile. Such objections no doubt carried a certain 
amount of weight, but the fact remained that by his 
. system Lockwood impressed upon all who worked with 
him the real meaning of asepsis in surgery, and by steady 
effort increased the efficiency with which it was prac- 
tised. It is true that Lockwood made no distinction 
between pathogenic and non-pathogenic organisms in 
the test which he applied, but when he began his work 
bacteriology was only in its childhood, and complete 
absence of all organisms was the ideal that he set himself 
to attain. 

The idea of air-infection was predominant at the 
time, and when the operation had been completed 
Lockwood used to put a layer of silver foil directly 
over the wound. The silver foil was kept in book form 
and leaves torn out as required. On top of it he put 
either cyanide gauze or plain sterile gauze, and wool. 
A speciality of his was a large Listerian over-dressing 
consisting of waterproof jaconet and eight layers of 
gauze, and this he continued to use for many years. 
It had to be specially made in the ward for each patient, 
and was sewn on immediately the patient returned from 
the theatre. Its primary object was to exclude air 
from the wound, and it was left on for several days. 
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STUDENTS’ UNION. 
HOCKEY. 
First Round of the Inter-Hospital Cup. 
St. BARTHOLOMEW’s HospPITAL v, WESTMINSTER HospPITAL, 


Played on Thursday, January 24th, at Burntwood Lane. Won, 6-0. 

After a delayed start the match was played in a fine rain, and on 
a ground which soon became very sticky. Westminster were quicker 
on the ball, and made some dangerous forward movements, but 
without scoring. During the first half the game was fairly even, 
but on the whole Bart.’s just had the advantage, and were one goal 
up at half-time. 

In the second half Bart.’s forwards improved considerably, but 
although they scored five more goals, they missed too many chances, 
The game was not so one-sided as it might appear from the score, 
Westminster defending well, and being stopped from scoring on 
more than one occasion only by the good saving and kicking of 
Mullan in goal. 

Bart.’s were not playing up to their usual standard in this match, 








but it is evident that if they were to become a little quicker on the 
ball generally, they would stand a much greater chance of winning 
the Cup. Goals were scored by Blackburn (2), Sharpe (2), Heyland 
and Hill. 

Team.—J. F. Mullan (goal) ; W. A. Oliver, A. D. Messent (backs) ; 
C. Perkins, J. R. Winter, A. H. Masina (halves); P. G. Hill, R. 
Heyland, A. E. Sharpe, G. Blackburn, J. M. Lockett (forwards). 





RUGBY FOOTBALL CLUB. 
St. BARTHOLOMEW’s HospITAL v. OLD ALLEYNIANS. 


Played at Winchmore Hill on Saturday, January 26th, and won 
by 2 goals (10 pts.) to mil. 

Their forwards went off with a rush and kept us penned in our 
‘25’ forsometime. Kingdon relieved the situation with a fine break- 
through, and it looked as if he would score, but he was tackled just 
in time. The O.As. came very near scoring, being brought down 
but a few yards from the line on many occasions. An unexpected 
try came from Youngman, who took the defence completely by 
surprise. Morison converted. 

At the beginning of the second half the O.A. forwards were playing 
well together, and kept rushing the ball down to our line, but Morison 
was very safe. Towards the end of the game—and everyone was. 
pleased when the end came, as the game was played in a snowstorm— 
Armstrong ran well and passed to Newbold, who scored for Morison 
to convert. 

The conditions for play were terrible and Bart.’s did well to win. 
Their defence was a very pleasing feature of the game. 


St. BARTHOLOMEW’S HospITAL v. O.M. TAYLOors. 


Played at Winchmore Hill on Saturday, February 2nd, and won 
by 3 goals (15 pts.) to 1 goal and 1 dropped goal (9 pts.). 

The play opened rather scrappily with the O.M.Ts. doing most of 
the pressing. A fine kick by Morison brought play into the other 
half, and after some loose play a scrum was formed on the O.M.Ts.” 
**25”’ line. Bart.’s heeled and the ball was passed to Blusger, who 
burst through the centre and sent Nel in to score between the posts,, 
Morison converting. Bart.’s were on the offensive continually now,. 
and just before half-time a clever interpassing movement between 
Nel and Youngman resulted in the latter going hard for the line to. 
score a very good try. Morison converted. 

In the second half the O.M.Ts. came very near scoring, Turnbull 
being particularly unlucky. From aline-out, Heck, their scrum-half,. 
received the ball and ran clean through to score between the posts. 
The kick was converted. Play became very been and both lines 
were constantly in danger. Bart.’s scored next from a fast follow-up. 
by Nel, after a break-through and punt ahead by Blusger. Just 
before the end Spragg dropped a goal from 40 yards out. 

Bart.’s played very well together as a team, the scrummaging 
perhaps being their weak point. Morison was in superb form, and 
Miller gave an excellent service from the scrum. Newbold and 
Burrow were prominent in the pack. 

Team.—C. R. Morison (back); J. G. Nel, I. N. Blusger, P. L. 
Armstrong, J. G. Youngman (three-quarters) ; J. R. Kingdon, J. E. 
Miller (halves) ; E. M. Darmady, K. D. Moynagh, P. D. Swinstead, 
R. Mundy, W. M. Capper, J. D. Wilson, J. A. V. Nicoll, J. C. 
Newbold ( forwards). 








REVIEWS. 


StupEnTs’ Arps SERIES. 

This series of books, which dates back to 1876 when the first 
book, Aids to Anatomy, was published, has just been modernized in 
its outward appearance by the provision of an attractive blue 
jacket or dust-cover, and the publishers have made arrangements 
with booksellers in all university towns to exhibit the complete 
series in special bookshelves provided by the publishers. In the 
past it has not always been possible to find any place where the 
whole of the Students’ Aids Series was available (there have been in 
all fifty titles issued in this Series), but now it will be possible to go 
to Messrs. H. K. Lewis, or Foyle’s, or Bailliére, Tindall & Cox’s 
own shop, and there take down from the shelves any one of the 
current volumes. 

There is a book to cover every subject in which the student—and 
the examiner—is so deeply interested, and some on subjects in 
which he has only a partial or passing interest. There are three 
‘* premedical’’ Aids, Biology, Botany and Zoology, and another 
trilogy in Aids to Neurology, Psychiatry, and Psychology, all of which 
have a very wide appeal. Then there are several books like Aids to 
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| 
EXAMINATIONS, ETC. | 
University of Oxford. | 
The following Degree has been conferred : 
B.M.—Brodribb, H. S. | 


University of Cambridge. 


Second Examination for Medical and Surgical Degrees, 
Michaelmas, 1934. 


Part II.—Clutton-Brock, J., Dalliwall, K. H. S., Gregory, J. C. | 


Third Examination for Medical and Surgical Degrees, 
Michaelmas, 1934. 

Part I.—Bailey, H. S., Blackburn, G., Braithwaite, F., Cookson, 
J. S., Drake, E. P. H., Masterman, E. B. Z., Paterson, J. F., 
Patterson, J. H., Saunders, S. B. H., Webb, J. G., Williams, 
E.G. K. 

Part II.—Dale, R. H., Fraser, A. C., Haynes, W. S., Kettlewell, | 
H. B. D., Livingstone, F. D. M., Lumsden, K., Martin-Jones, 
J. D., Masina, F. H., Pope, A. R., Sen, S. K., Thorne Thorne, B., 
Tooth, G. C., Warren, W. 


The following degrees have been conferred : 
M.D.—Barnsley, A. 
M.B., B.Chir.—Benison, R. L., Ghey, P. H. R., Hall-Smith, C. S., 
Helme, A. C. de B., Mears, A. R. R. 
B.Chir.—Hindley, G. T., Richards, W. F. 


University of London. 
First Examination for Medical Degrees, December, 1934. 

Pass.—Akeroyd, G. A. S., Anthony, R. H., Bassett, T. H., Bint- 

cliffe, C. J., Bowen, R. A., Carroll, C. R. K., Elder, P. M., Evans, 

E. G., Evans, T. A., Garden, J. F. G., Gimson, L. V., House, R. A., | 

Kelsey, D. N., Khan, H. H., McFarlane, M., Morgenstein, A., 

Mullan, J. F., O’Neill, B. C. H., Pettit, D. R. L., Pezeshgi, H., 

Rochford, J. D., Silcock, A. R., Slowe, J. J., Smith, B. J. D., 

Snelling, M. R. J., Williamson, D. A. J. 





Royal College of Physicians. 


The following have been admitted Members : 
Lescher, F. G., Roberts, L. O. 


Royal College of Surgeons, | 
The Diploma of Fellow has been conferred on the following : | 
Chaudhuri, B., Du Toit, G. C. T., Goode, A. F., Hardman, J., 
Langston, H. H., McGrath, W. S., Macnab, G. H., Misra, S. C., | 
Nagendran, R., Nicholson, J. C., Pacey, H. K., Radcliffe, F., | 
Rameshwer, S., Rowlands, E. A., Sanyal, P. C., Scholefield, J., | 
Turnbull, H. I., Williams, H. M. 


The following were successful at the Examination for the Primary | 
Fellowship : 


Acharya, B. S. S., Birdsall, S. E., Blackburn, G., Flavell, G., 
Hugh, H. C., Johnson, R. T. 


L.M.S.S.A. 
Final Examination, December, 1934. 
Forensic Medicine.— Palmer, T. I. 


CHANGES OF ADDRESS. 


Browne, Surg.-Comdr. E. Moxon, R.N., Royal Marine Barracks, 
Eastney, Portsmouth. 

CAPENER, N. L., 37, Southernhay West, Exeter, Devon. 

Capps, F. C. W., 16, Park Square East, N.W.1. (Tel. Welbeck 
7507—unchanged.) 

Corre, F. R., Terrace House, Crown Street, Brentwood, Essex. 
(Tel. Brentwood 231.) 

Davies, D. L. L., Connaught Hospital, Orford Road, Walthamstow, 
E. 27. 

INGLEBY-MACKENZIE, Surg.-Cmdr. K. A., R.N., H.M.S. ‘ Resolu- 
tion ’’, Mediterranean Fleet, c/o G.P.O., London. 
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MANSELL, Major R. A., R.A.M.C., Paradise Cottage, Gibraltar, 





Nuwn, J. A., The Grange, Hadley Green, Barnet. (Tel. Barnet 0672.) 
Payne, R. T., 114, Harley Street, W.1. (Tel. Welbeck 2157.) 
Rapc.iFFE, F., 79, Montagve Street, Kettering, Northants. 
SEWELL, Lt.-Col. R. B. S., i.M.S., 18, Barrow Road, Cambridge. 
Spence, A. W., 107, Harley Street, W.1. (Tel. Welbeck 6232.) 
STRUGNELL, Surg.-Cmdr. L. F., R.N., Royal Naval Barracks, 
Chatham, Kent. 
TayLor, G. C., 39, Grosvenor Road, Caversham, Reading, Berkshire. 





APPOINTMENTS. 


Francis, A. E., M.B., B.S.(Lond.), appointed Resident Medical 
Officer to the Tadworth Court Branch of the Hospital for Sick 
Children. 

NicuHotson, B. C., M.B., B.Ch.(Cantab.), D.P.H.(Lond.), appointed 
Medical Registrar to the National Temperance Hospital. 





BIRTHS. 


CRABTREE.—On January 24th, 1935, to Gwen, wife of J. B. Crabtree, 
F.R.C.S.Eng., Wentworth House, Ilfracombe—a daughter. 

PricE.—On January 19th, 1935, at Bangalore, S. India, to Daphne 
(née Stevens), wife of Lieut.-Col. R. B. Price, R.A.M.C.—a son. 

SEppoNn.—On January 21st, 1935, to Mary and Herbert Seddon, of 
Moor House, Stanmore, Middlesex—a daughter (Sarah Ellen), 


MARRIAGES. 


| CrossE—DopweELL.—On December 22nd, 1934, at St. James’s 


Church, Goff’s Oak, John Henry Joseph, only son of the Rev. 
C. H. Crosse, to Olive, only daughter of the late Walter Dodwell. 

Jackson—McGvurFie.—On January 3rd, 1935, at St. Andrew’s 
Church, Ham, John Molineux Jackson, F.R.C.S.E., to Margaret 
McGuffie. 

Re1p—PuHILiips.—On January 11th, 1935, at Charlton Marshall, 
Blandford, Dorset, Reginald Douglass Reid, of the West African 
Medical Service, son of the late Rev. William Douglass Reid, of 
Beverley, to Margaret Eleanor Phillips, younger daughter of the 
Rev. Frank Benét and Mrs. Phillips, of Charlton Marshall. 





DEATHS. 


Broox.—On January 14th, 1935, at Eastgate, Lincoln, William 
Henry Breffit Brook, M.D., F.R.C.S., J.P., aged 70. 

PaGpEN.—On January Ist, 1935, at 6, Queen’s Gate, Plymouth, 
Trayton Charles Pagden, formerly of Horley, Surrey, medical 
practitioner, aged 73. 

STEVENS.—On January 23rd, 1935, at Longville, Pittville Circus 
Road, Cheltenham, Alfred Felix Stevens, M.D., formerly of ‘‘ The 
Hawthorns ”’, Stamford Hill, London, aged 84. 


| THompson.—On January 9th, 1935, at the English Hospital, Nice, 


Dr. George Hobson Thompson, late of Buxton, aged 78. 

Wa.Lpo.—On January 25th, 1935, at 19, Pembroke Road, Clifton, 
Bristol, Henry Waldo, M.D., aged 88. 

Witiiamson.—On February 4th, 1935, at The Homestead, Eaton, 
Norwich, Hugh White Williamson, M.A., M.R.C.S., L.R.C.P., of 
33, Westbourne Terrace, W. 2, aged 28. 

WREFORD.—On January Ist, 1935, at 42, Southernhay West, 
Exeter, Dr. Heyman Wreford, formerly of The Firs, Denmark 
Road, Exeter, aged 84. 

ZEROLO.—On February 3rd, 1935, at Santa Cruz, Teneriffe, Mercedes 
Zerolo (née Davidson), wife of Dr. Zerolo. 


NOTICE. 


All Communications, Articles, Letters, Notices, or Books for review 
should be forwarded, accompanied by the name of the sender, to the 
Editor, St. BARTHOLOMEW’S HospPITAL JouRNAL, St. Bartholo- 
mew’s Hospital, E.C. 1. 

The Annual Subscription to the Journal is 7s. 6d., including postage. 
Subscriptions should be sent to the MANAGER, Mr. G. J. WILLANs, 
M.B.E., B.A., at the Hospital. 

All Communications, financial or otherwise, relative to Advertise- 
ments ONLY should be addressed to ADVERTISEMENT MANAGER, 
The Journal Office, St. Bartholomew’s Hospital, E.C. 1. Telephone: 
National 4444. 











